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Abstract

Indigenous people who have been dispossessed of their lands and resources bear a disproportionate burden of
health problems. Programmes aimed at improving their health status must operate within the context of
colonisation history and the contemporary cultural renaissance whereby indigenous populations are asserting their

rights to self-determination. Community development strategies incorporating empowerment as both means and end
are consistent with the aspirations of the renaissance and re¯ect the principles of the Ottawa Charter for Health
Promotion. This paper describes a formative and process evaluation of a community development partnership for
health promotion between a health group and an urban Maori community in New Zealand. Key issues encountered

related to trust, prioritisation of health, and appropriate research paradigms. Most signi®cant among these was
trust, or more speci®cally, distrust among Maori engendered by historical and contemporaneous experiences of
contact with Europeans. Ultimately, the partnership achieved what it set out to do when the Maori partners took

over the running of their own health groups and health programme. Building upon a detailed literature review and
data from the evaluation, the paper o�ers a list of recommended procedures for the development of partnerships,
applicable to health and other domains. Recommendations encompass preparatory steps, the formation of a

partnership committee, programme planning and development, and the appointment of a community-based liaison
worker. A conclusion of the research and premise underpinning the recommendations is that devolution of power is
a key aspect of organisational process underlying successful partnerships involving professional groups and

indigenous people. # 1999 Elsevier Science Ltd. All rights reserved.
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Introduction

A common theme in the experience of the indigen-

ous populations of North America, Canada, Australia

and New Zealand is dispossession and alienation of

their lands and resources as a consequence of

European colonisation. Alienation and marginalisation

within their own countries have had deleterious conse-

quences for their cultural traditions and identity, social

cohesion, self-esteem, and economic survival (Sutton,

1975; White, 1983; Murchie, 1985; Williams et al.,

1992; King, 1997). In direct and indirect ways, their

health has su�ered. In contrast to the more dramatic

and immediate impacts from epidemics of introduced

diseases and illnesses in earlier years of European
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settlement, the health threats of to-day are more insi-

dious and persistent, and are fuelled by the psycho-
social and economic aftermath of dispossession
(Thomson, 1984, 1989; Grossman et al., 1994; Willms

et al., 1992; Cheadle et al., 1994; Johnson et al., 1995;
MacMillan et al., 1996; Sellman et al., 1997).

Since the 1970 s, there has been a growing ethnic
renaissance among indigenous people world-wide,
characterised by a reassertion of pride in their cultural

traditions and ancestry, and demands for greater self-
determination and redress of historical injustices (e.g.
Jull, 1992; Gray et al., 1995; Nagel, 1996). A contribut-

ing factor has been the development of international
networks linking indigenous groups across national

boundaries and the dissemination of information
about the experiences of self-determination among
oppressed peoples through these networks (Orange,

1987; Thomas, 1996). The Maori of New Zealand,
who are the main focus of this paper, are part of this
renaissance. There are however many Maori, especially

urban Maori, who remain alienated both from their
own Maori culture and the dominant European culture

(Durie, 1994; Jackson, 1995; Ramsden, 1995).
The Ottawa Charter for Health Promotion (1986)

states that, ``to reach a state of complete physical,

mental and social well-being, an individual or group
must be able to realise aspirations, to satisfy needs,
and to change and cope with the environment''. This

cannot occur for submerged groups in society who are
subject to the policy and decision-making power of a

dominant group, until a more equitable power balance
is achieved. `Enabling' or empowerment (LabonteÂ ,
1990) has been advocated as the key concept in the

Ottawa Charter as it represents a challenge to power
imbalances in social relationships that rob subordinate
groups of the capacity to exercise control over their

own lives (LabonteÂ , 1990). Green and Raeburn (1988)
suggest that `enabling' and `community' are pivotal

concepts for an integrated approach to health pro-
motion as together they encapsulate a shift in power
from bureaucracies to people. While there is no single

path to achieving empowerment, community develop-
ment stands out as one which has much to commend
it for advancing the health status of indigenous people

(Feather et al., 1993; LabonteÂ , 1993).
Much of the published evaluation research literature

relevant to community development initiatives is con-
cerned with describing programmes delivered, with an
emphasis on outcomes. Little attention has been paid

to examining the e�cacy of organisational processes
behind the delivery of actual programmes and o�ering

practical advice to others working in related areas on
the basis of lessons learnt. This is not to deny the
availability of a valuable body of theoretical material

on organisational aspects of implementing community
based programmes, drawing upon the writers' ®rst-

hand experiences (e.g. Baum, 1990; Chavis and Florin,
1990; LabonteÂ , 1990; Wallerstein, 1992; McLeroy et

al., 1994). However, at a practical level, the task of
programme planners and developers in applying this
information in their communities can be fraught with

challenges, often stemming from false assumptions,
communication di�culties, and unresolved issues from
the past. There is frequently a gap between knowing

what is needed and knowing how to accomplish it.
This paper is written with a view to addressing that

gap. It describes the organisational processes behind

the development of a programme aimed at promoting
healthy lifestyles among urban Maori in a low socio-
economic status suburb in the city of Auckland, New
Zealand. The research combined formative and process

evaluation with an extensive literature search. Initially,
it reviews evidence linking health status with socio-
economic conditions and history, taking a close look

at the situation of urban Maori and pressures a�ecting
their health. It then discusses community development
as a health promotion practice, suggesting that the

principles of community development and the growing
cultural renaissance among Maori may potentially be
mutually reinforcing. In the ®nal section, the infor-

mation derived from the example and literature review
is used to develop recommendations relevant to the
formation of partnerships that are genuinely power
sharing and which will facilitate the attainment of

community development objectives.

Health status, culture and history

Morbidity and mortality data for Canada, North
America, Australia and New Zealand evidence a dis-
proportionate burden of physical and mental illness
and early death sustained by their indigenous popu-

lations in comparison with their non-indigenous popu-
lations. For example, a review of the health status of
Canadian aboriginal people (MacMillan et al., 1996)

highlights their high prevalence of certain types of
infectious diseases, diabetes mellitus, and social and
mental health problems. It associates the dispropor-

tionate burden of physical disease and mental illness
borne by aboriginal people with unfavorable economic
and social conditions that are ``inextricably linked to
native people's history of oppression''. In a similar

vein, it is reported of Australian Aboriginal people
that colonisation, disruption to traditional lifestyle and
dispossession culminating in widespread poverty and

powerlessness, have had an undisputed tragic e�ect on
their health (Thomson, 1984, 1989; McEvoy and
Rissel, 1992). A North American population-based

study focusing on health status indicators for
Washington State revealed that the greatest disparities
were in urban areas between Native populations

J.A. Voyle, D. Simmons / Social Science & Medicine 49 (1999) 1035±10501036



(American Indians and Alaska Natives) and whites

(Grossman et al., 1994).

The 1996 New Zealand Census records the pro-

portion of Maori descendants (Maori and part Maori)

as 397,746 or 12.7% of the total population

(Department of Statistics, 1997). An extensive survey

of Maori health statistics by Pomare et al. (1995)

included an analysis of data from public hospital dis-

charges during 1992 for neoplasm, diseases of the cir-

culatory, respiratory and digestive systems and mental

disorder arising from all causes. Depending on disease

type, the rate of physical morbidity was 1.4 (for neo-

plasm) to 2.6 (for diseases of the respiratory system)

times greater in Maori compared with non-Maori, and

the rate of mental disorder was 1.9 times greater in

Maori (Sellman et al., 1997). Maori are disproportio-

nately represented in risk-taking lifestyles (Durie,

1994).

From traditional times to the present, Maori have

viewed health as an all embracing concept which

emphasises the importance of spiritual, family, mental

and physical aspects. For Maori, issues of Te Whenua

(land), Te Reo (language) and Whanaungatanga

(extended family) are central to culture and to health

(Murchie, 1985; Pomare and de Boer, 1988). This hol-

istic understanding is in contrast to the predominant

western model emphasising physical aspects of health

and sickness (Pomare and de Boer, 1988). A perception

of alienating and culturally insensitive services is as-

sociated with delay in seeking diagnostic and thera-

peutic help (Smith and Pearce, 1984; Ngata and

Pomare, 1992) and less satisfaction with the care

received (Simmons et al., 1996).

Central to health promotion is the question of why

this disproportionate burden of health problems

among Maori exists. Maori leaders view the poor

health status of their people as part of a pro®le of grie-

vous e�ects stemming from a breakdown in traditional

tribal structures, societal alienation, poverty, and a

loss of pride, spirituality and identity, which they trace

back to loss of lands and resources (e.g. Murchie,

1985; Gardiner, 1995; Ramsden, 1995). According to

Pomare and de Boer (1988), rapid urbanisation, with

its associated social, economic and cultural issues, is at

the root of the unequal health experience of the Maori

people. At the mid-point of this century, a quarter of

the Maori population were urban dwellers. Almost

80% of Maori now live in the 16 major urban areas of

New Zealand (Douglas, 1995). A major issue for

urban Maori and one that is particularly acute for

younger generations is struggle for identity:

``Many young people carry a burden of self doubt

and shame for being Maori. Associated with this is

a guilt for not knowing how to be the kind of ideal-

ised Maori (of traditional times) who is presented

to them'' (Ramsden, 1995, p. 120).

Additional stresses have been generated by increased

unemployment in rural and urban areas, stemming

from the takeover of jobs by technology and rapid

economic restructuring since the 1980s (Douglas, 1995;

Henare, 1995). Lacking requisite skills and educational

quali®cations, the vulnerability of Maori was manifest

in an increase in Maori unemployment rates from 12%

in 1984 to 24.2% in 1991, compared with a general

rate of 10.5% in 1991 (Henare, 1995).

The loss of socio-economic status in terms of jobs

and earning capacity was coupled with an undermining

of status in traditional Maori cultural terms.

Traditionally, status embraced all aspects of the Maori

world and its spiritual dimension, including Maori

language, values, arts and the appreciation of land and

the environment (Pomare, 1986). Urbanisation meant

declining opportunities for Maori to become pro®cient

in the practice of their culture, making high status,

de®ned in traditional terms, a vanishing target. Indeed,

traditional Maori indicators of socio-cultural status

may have little salience for young Maori raised in an

urban environment. This also precipitated some loss of

respect for traditional leaders.

From a Maori perspective, the poor health legacy of

their people can be explained by the loss of lands and

status with the associated physical, emotional and

spiritual trauma. The social scientist is obliged to con-

sider the psychological mechanisms by which factors

such as loss of identity, low self-esteem, loss of oppor-

tunities to ful®l meaningful roles in society, and poor

attainment experiences might impact on health related

behaviours. Self-e�cacy (Bandura, 1982) is one con-

cept that is receiving increasing recognition as a predic-

tor of health behaviours, including the adoption and

maintenance of healthy lifestyle behaviours and quit-

ting unhealthy ones (Strecher et al., 1986). Basic to

self-e�cacy theory is the idea that self-referent thought

mediates the relationship between knowledge and

action (Bandura, 1982). Research has demonstrated

the relevance of self-e�cacy theory to smoking cessa-

tion, eating and weight control, contraception, adher-

ence to medical regimens, alcohol abuse and exercise

behaviours (DiClemente et al., 1985; O'Leary, 1985;

Strecher et al., 1986; Clark et al., 1991; Kelly et al.,

1991; Hurley and Shea, 1992). The concept of self-e�-

cacy can be extended to embrace the notion of collec-

tive e�cacy which suggests that ``the strength of

groups, organisations, and even nations lies partly in

people's sense of collective e�cacy that they can solve

their problems and improve their lives through con-

certed e�ort'' (Bandura, 1982, p. 143).

J.A. Voyle, D. Simmons / Social Science & Medicine 49 (1999) 1035±1050 1037



Maori renaissance

The founding document of New Zealand, the Treaty

of Waitangi (Orange, 1987), was signed in 1840 by a

British Crown representative and over 500 Maori

Chiefs. Only 39 chiefs signed the treaty in the English

language; most signed a treaty in Maori language.

Variations between the English and numerous Maori

language versions left each party to the treaty with

their own expectations about the power and rights that

they would exercise. Di�culties of interpretation and

implementation have been an ongoing source of con-

tention (Orange, 1987). Notwithstanding the contro-

versy and its subsequent failure to protect Maori from

exploitation, the signing of the treaty was an a�rma-

tion of the importance of cooperation. In spirit at

least, the treaty was about partnership and mutual

respect between Maori and European.

From the 1840s to the present, the treaty has been

kept alive by Maori protest based on demands for gov-

ernment to give e�ect to treaty promises (Orange,

1987). During the 1970s and 1980s, protests gathered

momentum with demonstrations, long distance

marches and land occupations bringing Maori grie-

vances and their political will for redress into sharp

focus (King, 1997). The treaty continues to constitute

a rallying point for a Maori cultural renaissance. A

hallmark of the renaissance has been the introduction

of programmes for the regeneration of the Maori

language, with pre-school children as a focus. The ®rst

Maori language pre-school (kohanga-reo) was estab-

lished in 1981. By 1988 there were 521 and they were a

context for increasing political awareness and activity

(Thomas and Nikora, 1996). Renewed pride in New

Zealand's Maori cultural heritage is evidenced by the

participation of large numbers of school children,

Maori and non-Maori, in Maori language tuition and

in Maori cultural groups.

Another sign of the vitality of the Maori renaissance

has been the spread of marae (central communal meet-

ing places) from rural to urban areas. From traditional

times, marae have formed the hub of everyday life in

Maori culture. The term `marae' refers not just to a

physical complex of buildings but

``It also embraces a human and spiritual dimension

and has come to symbolise the essence of Maori

health aspirations . . . It is where a person has tur-

angawaewae (a place to stand), a sense of belonging

or identity and where Maori values, cultural and

health practices are rea�rmed'' (Ngata and Pomare

1992, p. 45±46).

King's assertion that the Maori revival gained

impetus from urbanisation (King, 1997) suggests that

the spread of urban marae and the cultural renaissance
may be regarded as synergistic processes.

Community development, empowerment and health

promotion

Community development as a public health practice
has been de®ned as ``the process of organising and/or

supporting community groups in identifying their
health issues, planning and acting upon their strategies
for social action/change, and gaining increased self-re-
liance and decision-making power as a result of their

activities`` (LabonteÂ , 1993, p. 237). Because community
development is about consciousness-raising and stirring
people to advocacy and action, con¯ict is commonly

part of the process (Wandersman, 1984; McLeroy et
al., 1994). Community development strategies echo the
principles of the Ottawa Charter for Health Promotion

(1986) in the importance placed on the participation of
communities in de®ning and developing solutions to
their own health problems:

``Health promotion works through concrete and
e�ective community action in setting priorities,
making decisions, planning strategies and imple-

menting them to achieve better health. At the heart
of this process is the empowerment of communities,
the ownership and control of their own endeavours
and destinies'' (Ottawa Charter for Health

Promotion, 1986).

Empowerment is a multilevel construct applicable to

groups, organisations and neighbourhoods as well as
to individual citizens (Rappaport, 1987; Lord and
Farlow, 1990; McFarlane and Fehir, 1994). Wallerstein
(1992) proposes a de®nition that encompasses the lin-

kages and interactions between change processes on an
individual, organisational, and community system-wide
level. Thus, empowerment is ``a social action process

that promotes participation of people, organisations,
and communities towards the goals of increased indi-
vidual and community control, political e�cacy,

improved quality of community life, and social justice''
(Wallerstein, 1992, p. 198). Rappaport (1987) expounds
an ecological theory of empowerment based on the
study of people in context. Some key assumptions are

(Rappaport, 1987, p. 139±140):

. The historical context in which a person, a pro-
gramme or a policy operates has an important in¯u-
ence on the outcomes of the programme.

. The cultural context matters. The implication is that
a diversity of settings and programmes with a var-
iety of styles, attitudes, and goals is needed, com-
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mensurate with the diversity of people.

. The conditions of participation in a setting will have
an e�ect on the empowerment of members.

. Other things being equal, an organisation that holds

an empowerment ideology will be better at ®nding
and developing resources than one with a helper-
helpee ideology.

. Locally developed solutions are more empowering
than single solutions applied in a general way.

. The size of the setting matters. Settings that are
small enough to provide meaningful roles for all
members, yet large enough to obtain resources, are

more likely to create the conditions that lead to
empowerment.

. Empowerment is not a scarce resource that gets
used up, but rather, once adopted as an ideology,
empowerment tends to expand resources.

Community development strategies are based on col-
laboration and proceed from the formation of partner-

ships or, on a broader scale, coalitions (LabonteÂ , 1993;
McFarlane and Fehir, 1994; McLeroy et al., 1994).

There is a strong will on the part of Maori to become
more involved in both the planning and delivery of
health care for their communities (Durie, 1994). At the

same time, there is a lack of suitably quali®ed people
among them who possess the necessary knowledge and
skills to address prevailing health problems. It makes

sense for Maori and suitably quali®ed non-Maori
people to work together in partnerships or coalitions

to improve Maori standards of health. The New
Zealand government has become increasingly encoura-
ging of innovations that incorporate Maori perspec-

tives in health promotion and services delivery (Ngata
and Pomare, 1992; Durie, 1994; Ministry of Health,
1997).

The challenge for health professionals and bureau-
crats is to step down from their accustomed dominant

and privileged positions and consider how they might
complement and reinforce, rather than override, what
the community already has available in the form of

knowledge, skills and other resources (Baum, 1990).
Appropriate roles they might adopt are those of con-

sultant, advocate, mediator, supporter and resource
person (Green and Raeburn, 1988; Watt and Rodmell,
1988; LabonteÂ , 1990). A feature of community devel-

opment that commends it for initiatives among indi-
genous people and minority ethnic groups is the

potential for action plans to incorporate a rea�rma-
tion of values and ways that have traditionally empow-
ered people (Feather et al., 1993). It is vital that this

potential not be eroded by professional or bureaucratic
in¯exibility.
In summary, essential attributes of community

development are power sharing and mutual respect
among partners or coalition members to ensure equal

participation in discussions and decision-making. In
keeping with the social democratic sub-text of the

Ottawa Charter, the community development intention
in health promotion should be ``to nurture relations
with and among institutions and community groups

that are more equitable in their power sharing''
(LabonteÂ , 1993, p. 237). The Maori renaissance
revolves around pride in being Maori and the achieve-

ment of social equity and self-determination. There is
a mutually reinforcing linkage between the values and
aspirations of the Maori renaissance and the philos-

ophy of empowerment and self-determination that
underpins community development. In turn, health
promotion initiatives can be strengthened by this link-
age.

Background to the research

New Zealand's most populous and industrialised

city is Auckland. South Auckland is a cultural mix of
Maori, Europeans, and immigrants of Paci®c Islands
and Asian origin and their descendants. Census stat-
istics for 1991 (Walker, 1993a,b) revealed that, out of

a total population of 303,513 in South Auckland,
50,589 (16.7%) were Maori. Only 3783 Maori (7.5%)
were over the age of 49, largely due to Maori returning

`home' once retired, as well as to their high rates of
early mortality. Maori constituted the ethnic group
with the highest proportions of unemployed (19.6%)

and low-income recipients. The present research was
centred in Otara which was created in the 1950s as a
result of government policy to provide low cost rental

housing for workers in the expanding South Auckland
industrial area. In 1991, Otara's population was 36,519
of whom 8292 (23%) were Maori and 15,681 (43%)
were of Paci®c Islands origin. Otara is a high unem-

ployment/low income district (Walker, 1993a,b;
Tantrum et al., 1995).
South Auckland has a disproportionate share of the

health problems that are associated with crowded
housing, poverty and unhealthy lifestyles (Jackson et
al., 1998). Maori in South Auckland are part of a

worldwide pattern of a high prevalence of diabetes
among indigenous people (Simmons, 1996). A South
Auckland study revealed an age adjusted prevalence of
diabetes among Maori of 4.8%, compared with 2.0%

for Europeans and 3.6% for Paci®c Islands people
(Simmons et al., 1995). Moreover, compared with
Europeans, Maori showed an earlier age at diagnosis,

greater obesity, higher rates of smoking, poorer dia-
betes knowledge, poorer glucose control, and more
end-stage renal failure and blindness. The main pro-

blem (95% of diabetes in Maori) is type 2 diabetes
with obesity implicated as a major contributing factor.
Research studies also suggest that many are being
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damaged by diabetes that is undiagnosed (Simmons,

1996).
It is well established that much of the damage of

diabetes can be prevented with early diagnosis, treat-

ment and good glycaemic control (Simmons et al.,
1997), and recent research suggests that primary pre-

vention of type 2 diabetes is also possible (Simmons et
al., 1997). Recommended preventative strategies focus
on healthy lifestyle behaviours, namely: achieving and

maintaining a healthy weight, eating a low fat/high
®bre diet, and exercising regularly. All have wider
health and wellness bene®ts (Simmons et al., 1997).

The South Auckland Diabetes Project (SADP) was
formed to address the urgent need to control the dia-

betes epidemic in South Auckland. It is based at the
local district hospital but functions independently. It
links the gathering of research information to the

development of initiatives for health promotion and
the prevention of diabetes and its complications. The
Maori and Paci®c Islands communities are obvious

foci of attention, given their high prevalence of type 2
diabetes and other lifestyle related diseases (Tantrum

et al., 1995; Simmons, 1996). The SADP's approach is
based on forming partnerships with these communities
and establishing programmes to train local people as

community diabetes educators. Health promotion in-
itiatives include health education, cookery skills teach-
ing and exercise sessions, as well as free screenings

incorporating weights and measurements, blood press-
ure testing, and laboratory tests for diabetes and lipids.

The programme has previously been shown to be as-
sociated with increased diabetes knowledge and ac-
tivity rates, reduced dietary fat consumption and

weight control among a non-Maori group (Simmons et
al.,1998).

The present paper describes a partnership for health
promotion and diabetes prevention between SADP
and Whaiora Marae (`wh' is pronounced as `f'), one of

two marae in Otara. ``Whaiora'' means in search of
the better things in life. Whaiora Marae is located on
Catholic parish land alongside a church and school.

The Church o�ered part of the land to the Maori
Catholic Society to build a marae for the Maori and

Paci®c Islands people of Otara. Work on buildings
was completed in 1977 through the voluntary contri-
butions and labour of all ethnic groups associated with

the church. Whaiora is a `marae of the four winds',
with no set protocol. Those using it determine the pro-
tocol according to their own traditions. While the elab-

orate carvings in the main meeting house are
representative of tribes throughout New Zealand, it is

symbolic of history and the spirit of partnership that
the two central carvings supporting the roof depict Te
Wherewhero, a prominent chief of the tribe who orig-

inally owned the land, and Bishop Pompellier, New
Zealand's ®rst Catholic bishop.

Identi®cation with many tribes is a characteristic
that distinguishes most urban marae from their rural

counterparts, which are usually associated with one tri-
bal group and adhere to the protocol of that tribe. The
communities of urban marae are more disparate and

in a state of ¯ux, making them almost impossible to
de®ne. As an urban marae, Whaiora Marae also lacks
the elder support that is readily available to rural

marae. It is administered by a Trust Board of 14
people and anyone who is a member of the marae is
eligible for nomination. The only non-Maori Trust

Board member is the Catholic priest who occupies a
permanent position reserved for him as spiritual advi-
ser. Whaiora Marae is the location for an employment
training scheme operating under its own board of trus-

tees which involves approximately 100 trainees and
tutors annually. The marae complex also includes a
kohanga-reo and ¯ats for psychiatric survivors.

Several years previously, community diabetes and
asthma clinics operated at the marae. They were in-
itiated and run by a marae member with a vision for

the health of her people, two doctors from the local
district hospital, and the Catholic sisters who helped in
a variety of ways, including free transport of patients.

The clinics have since closed, ostensibly because of
under utilisation, prompting an ongoing debate about
the justi®cation for the closures. In 1994, a partnership
was formed between SADP sta� and Whaiora Marae

members to pilot a community-based programme as a
response to rising incidences of type 2 diabetes and
other lifestyle related diseases among Maori in Otara.

Aimed at fostering healthy lifestyles among Maori, it
was envisaged that the programme would comprise
diabetes awareness sessions, nutrition sessions, exercise

sessions, a support group for those a�ected by dia-
betes, and other health related interventions.

The formation and operation of the partnership

The partnership followed from an initial contact by
SADP's Maori cultural adviser and its medical director
and diabetes specialist (DS) with Whaiora Marae

members. The ®rst partnership meeting was held in
October, 1994, 7 months after SADP received written
con®rmation from the Marae Trust Board Chairman
of their support for the partnership.

The initial committee comprised: the wife of the
chairman of the Trust Board; the principal of the
employment training programmes operating at the

marae; her human resources manager; SADP's Maori
liaison worker, the diabetes specialist; the evaluator
(recently recruited to the SADP team); and a young

female member of the marae willing to help with pro-
motion and liaison tasks. The last-mentioned resigned
after 2 months because of the demands of her role, as
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well as for personal reasons, and a replacement could
not be found. Other marae members were co-opted

onto the committee temporarily to help in speci®c
ways. The training programmes principal chaired most
of the meetings, although the diabetes specialist also

played a major role. The principal, who belonged to
the largest extended family closely associated with the
marae, was a daughter of founding members and a

member of the marae Trust Board. The partnership
committee met weekly for the ®rst month, bi-weekly
for the next month and then, after a break for

Christmas, at least monthly throughout 1995.
Tasks performed by the partnership committee

included planning and organising a health screening
and education programme and promoting it within the

marae community and the wider Maori community of
Otara; planning and organising a major event to
launch the education and exercise programme; devel-

oping a job description to establish a health liaison
worker position and applying to the relevant govern-
ment health funding body to obtain salary and costs to

establish the position under the marae's adminis-
tration. The generation of training and employment
opportunities for Maori was part of a vision for the

continuity of the programme shared by all members of
the partnership committee.
When the training programmes principal resigned

from the partnership committee after 16 months, a

replacement did not come forward from the marae and
partnership committee meetings ceased. It was around
the same time that SADP's Maori cultural adviser

died, with the consequent loss of her wisdom, guidance
and support. Notwithstanding the cessation of meet-
ings, communication between SADP and marae mem-

bers was maintained, with the continuation of an
exercise group, a diabetes support group, and diabetes
education at the marae.
Overall funding for the pilot programme and evalu-

ation was administered by SADP as part of an allo-
cation from government for partnership interventions
with Maori and Paci®c Islands communities.

Research aims

Programme development was to be accompanied by
research to (a) assess the e�ectiveness of the pro-

gramme in controlling diabetes risk factors, with an
emphasis on quantitative assessment (b) record infor-
mation about organisational processes surrounding the

development of the marae-based health programme
and comment on factors contributing towards and/or
militating against success. The ®rst aim was consistent

with outcome evaluation, with an emphasis on provid-
ing the quantitative measures that form the basis of a
positivist (Lincoln and Guba, 1985) medical research

model. The second aim was consistent with formative
and process evaluation, relying heavily on qualitative

data collection methods. The present paper focuses on
the second aim of the research: the formative and pro-
cess evaluation. The two aims relate to the same pro-

gramme content and participants.
The ®rst phase of the programme was obtaining

baseline weights and measurements, self-reports on eat-

ing and exercise habits, and diabetes knowledge scores.
These were incorporated in health screening sessions
with blood pressure testing and laboratory tests for

diabetes and lipids. The research plan required that
baseline measurements be obtained for 200 people
before the intervention phase would commence.
However e�orts to involve new participants and data

collection were to continue beyond the time when
this target was reached because a primary aim of
the partnership was to develop a continuing pro-

gramme that marae members would eventually run for
themselves.

Research method

Formative evaluation begins at the early stages of
the conceptualisation and development of an organis-
ation or programme, with the primary purpose of col-

lecting information for ongoing organisational and/or
programme development and improvement (Dehar et
al., 1992). Process evaluation is aimed at elucidating

and understanding the internal dynamics of organis-
ational or programme operations. It implies an empha-
sis on looking at how an outcome was produced,

rather than looking at the outcome itself (Patton,
1980; Altman, 1986).
The evaluator (J.V.) was a community psychologist

who participated as an employee of SADP and mem-

ber of the partnership committee. The tasks of forma-
tive and process evaluation suggest the appropriateness
of qualitative data collection methods (Patton, 1980;

Altman, 1986). Information was gathered through par-
ticipant observation, with the evaluator attending
every partnership meeting that was held, the pro-

gramme launching event, other major promotional
events, 15 meetings of the diabetes support group, and
exercise sessions at regular intervals. Detailed written
research notes were kept, with particular attention

paid to recording participants' comments and ques-
tions.
Together with the SADP's Maori liaison worker, the

evaluator was active in promoting the programme
within the wider Otara community, visiting many
Maori community leaders and groups. When present-

ing or promoting the partnership committee or the
programme to anyone, the research component was
declared. In-depth discussions about Maori health
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issues were a consistent feature of these meetings. They

were a source of information on Maori perspectives on
Maori health issues in the past, the present and the
future, and appropriate intervention strategies. The

evaluator also conducted in-depth interviews with
members of the partnership committee, the marae, and
SADP's Maori cultural adviser, Maori liaison worker

and medical director and diabetes specialist. Interview
questions varied depending on who was being inter-

viewed. Common question themes were:

. the role of the interviewee and their organisation
within the Otara Maori community;

. the nature of interviewee's connection, if any, with
the present pilot programme;

. perceptions of major health issues among Maori in

Otara;
. lifestyles of urban Maori, particularly aspects

impinging on health status;

. interviewee's knowledge of past health initiatives in
Otara;

. di�erences between urban and rural marae and par-
ticularly the challenges faced by urban marae;

. the strengths and weaknesses of the present pilot

programme and how it could be improved;
. the lessons that health planners might draw from

past experience and from the experience of the pilot
programme.

When attending meetings with Maori organisations,
leaders and the other marae in Otara, the evaluator
was always accompanied by SADP's Maori liaison

worker who was ¯uent in Te Reo (essential to proto-
col), and on occasions, also by SADP's medical direc-

tor. Research notes were discussed with and
corroborated by the interviewee, the Maori liaison
worker, the medical director, or marae members,

according to the situation. A detailed calendar of
events listing all occurrences in date sequence was pre-
pared. A content analysis (Patton, 1980) was per-

formed by the evaluator on the totality of data. The
resultant information was summarised in a draft

report, copies of which were given to each of the
marae Trust Board members, the training programmes
principal, her human resources manager, SADP's

Maori liaison worker and SADP's medical director.
Their comments and suggestions were invited and in-

corporated in the ®nal report.
Conducting the evaluation as an employee of SADP

meant enhanced opportunities for ®rst-hand obser-

vation and data collection, but a disadvantage was a
loss of the autonomy and independence which is ide-
ally associated with the evaluator role and gives

greater importance to an evaluation, optimising its
power to in¯uence events. This last comment is made

on the basis of comparison with the evaluator's pre-
vious experiences of working in an independent, auton-

omous capacity. The evaluator joined the team with
the intention of working from within to provide
guidance and generate solutions to unsatisfactory

eventualities, consistent with a formative evaluation
approach. This report is based on lessons derived as
much from mistakes that were made, as from what

was done well.

Participation rates

The programme was for the marae community,

broadly de®ned as anyone connected with the marae in
a cultural, spiritual, family or social sense. It was
intended for frequent attenders at the marae, intermit-

tent visitors, and anyone else whom marae members
wanted to include There was intensive promotion of
the programme among those coming to the marae reg-

ularly (e.g. employment trainees and marae workers),
the 14 kohanga-reo in Otara, and leaders of Maori
interest groups in Otara.
Between November 1994 and December 1996, 446

people participated in health screening sessions for the
recording of baseline measurements. Of these, 64%
identi®ed themselves as Maori or part Maori and 73%

were female. The three largest community groups rep-
resented were employment trainees and tutors (42%),
kohanga-reo parents and caregivers (22%) and marae

elders, members and workers (12%). A full day health
promotion event held at the marae to launch the pro-
gramme was attended by 180 people. Education ses-

sions about diabetes prevention and healthy lifestyles
(organised either as 1 full-day session or 3 sessions of
90±120 min) were attended by 135 people, predomi-
nantly employment trainees and kohanga-reo care-

givers and parents. During the period January 1996±
October 1997, 156 exercise sessions were held, with an
average attendance of 11 at each twice-weekly session

(1831 attendances in total). A diabetes support group
commenced monthly meetings at the marae in
November, 1995 with attendances ranging from 3 at

initial meetings to 16 in mid 1997. A minority of
people are represented more than once in the preceding
®gures, having participated in more than one health
promotion event or activity (as well as baseline screen-

ings).
Eventual outcomes were the establishment and run-

ning of a health programme by The Whaiora Marae

Trust Board, beginning with the creation of a health
and welfare portfolio within the Marae Trust Board.
They declared themselves a `smokefree' marae, success-

fully applied for seeding funding, conducted successful
health promotion days attracting 80±100 people and
are planning more, are catering to provide low fat/high
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®bre foods at marae events, and have begun weekly
line-dancing sessions for exercise.

Key issues that emerged

From the outset, there were issues of con¯icting

paradigms related to trying to maximize community
development aspects of the initiative while satisfying
the need for quantitative evaluation. However, such

issues were minimal compared with those associated
with overcoming a residue of cynicism and suspicion
among Maori and building the level of trust needed to
establish a health programme on a ®rm footing. Issues

of personnel and money became intertwined with
issues of trust. Other challenges for the partnership
committee were in the form of motivational issues re-

lated to the value placed by the community on a health
programme.

Con¯icting paradigms of medical research, quantitative
assessment and community development

The medical model requirement for quantitative pre-

and post-programme measurements limited the discre-
tionary powers of the partnership committee in plan-
ning a programme. Because of the likelihood of

contamination of pre-programme knowledge and self-
report eating and exercise behaviour scores, the ®rst
component of the programme had to be obtaining

baseline weights and measurements, self-reports on eat-
ing and exercise habits, diabetes knowledge scores and
health screenings. A medical research model did not

permit the choice for health education to precede
screenings, a preferred sequencing that has sub-
sequently been adopted.
The medical research model also demanded a mini-

mum sample size to be able to attach signi®cance
scores to what might turn out to be small increments
of change resulting from the programme. It took 9

months from the time of the ®rst measurements and
screening session to achieve the required number of
200 sets of baseline measurements. The time gap for a

majority of participants meant a loss of momentum
and immediacy when the intervention ®nally occurred.
Some, predominantly employment trainees who had
completed their training in the intervening 9 months,

were already gone from the marae. Another problem
was trying to recruit participants without imparting
persuasive information about the seriousness of dia-

betes and the importance of early diagnosis, for fear of
contaminating baseline knowledge scores.

Building trust

Trust, or rather lack of it, quickly became apparent

as an issue both within the marae community, and to

a larger extent, within the wider Maori community of
Otara. The words `distrust', `cynicism' and `suspicion'
are descriptive of feelings frequently encountered in

promoting the partnership's agenda. At one extreme of
the continuum were those who were not at all disposed
to trust the motives of dominant culture members,

believing that `only Maori know what is best for
Maori' and `only Maori can do for Maori'. At the

other extreme of the continuum were those who had
no ®rmly held cultural beliefs to defend and ®ght for.
The principal of the training programmes could be

placed at a point of balance between these two
extremes. She was an impassioned advocate for her

culture, but not to the exclusion of other cultures. She
was able to recognise the potential in what the Maori
and European partners had to o�er, knowing how to

work with those strengths, and most importantly,
when and how to challenge constructively. One of her
hopes for the health programme was that it would

help her people to become more e�ective advocates for
themselves.

Among factors that emerged as having fuelled dis-
trust, cynicism and suspicion were: (1) the history of
colonisation; (2) experience of government funding

bodies seen as subverting self-determination by grant-
ing seeding funding and then imposing restrictions on

successful programmes, tying funding to compliance;
(3) inadequate funding for Maori to run things for
themselves; (4) the activities of previous researchers

seen as not returning the bene®ts of their research to
participant communities; (5) a perception of self-ser-
ving agendas on the part of bureaucrats, and especially

health managers, a case in point being the closure of
the earlier diabetes clinic at the marae. The recurrent

theme in all ®ve factors was one of Maori having been
used, and resisting being used yet again. Advice on the
subject of trust from SADP's cultural adviser was to

be willing to adjust Western time frames to allow time
for trust to build: ``Maori have to see things for them-
selves before they believe them. The same will be true

of this project''.
The sharing and allocation of sta�ng and funding

emerged as a main standard by which judgements were
formed and trust could be either garnered or dissi-
pated. Key questions guiding the judgements of marae

members were: ``who bene®ts from the health pro-
gramme?'' and ``where are the resources being chan-

nelled?'' Marae members wanted to see some tangible
bene®ts for their marae from the partnership, the cre-
ation of paid employment opportunities being of

major importance. An application submitted to a gov-
ernment health funding body for a salaried health
worker position administered by the marae represented

an e�ort to gain a fairer balance of resources between
SADP and the marae. Unfortunately, despite numer-
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ous reminders, a reply was never received to this appli-
cation although the same funding body had been the

funding source for the main programme. This omission
was an enormous blow to the partnership in terms of
loss of credibility, the scuttling of hopes that the health

programme might generate employment opportunities
for members of the marae, and resultant di�culties in
recruiting helpers. The creation of employment oppor-

tunities as a result of the health programme was an
aspiration which was particularly important to marae
members but was not ful®lled.

Another factor impinging on the trust issue was the
presence of di�erent interest groups at the marae, each
with their own set of aspirations for the marae and
predispositions to judge people and events. The pre-

sence of di�erent iwi (tribal) groups on urban marae is
in itself potentially fertile ground for di�erences to
occur. As stated by one marae member, ``we struggle

to understand and appreciate other iwi''. Potential for
con¯ict is also heightened when people can be both the
bene®ciaries of a decision and the decision-makers. A

major weakness of the partnership committee was that
it was not su�ciently representative of di�erent interest
groups at the marae, creating di�culties of communi-

cation. The training programmes principal was the
partnership committee's main link with the Marae
Trust Board but this placed unfair pressures on her.
The Trust Board Chairman and his wife were always

supportive but their contact with the partnership com-
mittee was intermittent.

The value placed on a health programme

This issue has a major bearing upon how the part-
nership committee was viewed by marae members and
the wider Maori community of Otara, and the size of
the task it faced. The higher marae members rated the

importance of having a health programme and the
more they prioritised health, and diabetes in particular,
relative to other needs, the easier the committee's task

was likely to be. Nobody within the Otara Maori com-
munity denied that diabetes was a problem among
them, but as a disease which may be lacking in symp-

toms until it has in¯icted serious damage, it was easily
ignored. A marae member commented that 90% of the
people closely associated with the marae had an im-
mediate family member with diabetes, but it was not

something to which they gave much thought.
Interestingly, diabetes was also rated as a major health
issue by rural Maori (Kirkwood et al., 1997).

Comments made by Maori during the course of the
research referred to a prevailing apathy among their
people, men especially, about taking health protective

measures. Often it was framed as:
``Maori are lazy. It comes down to us to change our-

selves in the end.''

``It's hard to get Maori o� their backsides to do

things for themselves. Maori are like that.''
``Their attitude is `if they die, they die' and there's

no point in worrying.''

The translation of a Maori proverb often quoted by
SADP's Maori cultural adviser to her people was, ``it

is you who can take control and look after yourself''.
Other comments that emerged in more detailed dis-

cussion addressed reasons:

1. Maori tend to have multiple crises in their lives.

Health ends up as a low priority when people are
struggling to provide for more pressing needs such
as a roof over their heads and food on the table.

2. Maori consider themselves last of all. They are con-
cerned for their children and grandchildren but not
themselves. Many older women are at `the beck and

call' of others looking after their grandchildren and
dealing with family problems.

3. It's a matter of how people value themselves. If they
don't value themselves, they won't look after them-
selves. (Self-esteem problems were not seen as relat-

ing to older men, but for the younger generation,
unemployment made self-esteem a very real issue).

4. From childhood, they were conditioned to not

waste food. Meat was a luxury and the fat was
never discarded. ``Old habits die hard''.

5. Older Maori tend to lack knowledge of basic
human biology and in¯uences on health.

6. Maori deny their health problems for as long as

they can. Diabetes is easily denied for too long.
7. They regard the lifestyle changes they would need to

make as too much to tackle.

The more extreme reluctance of men to display interest

in health protection measures was viewed as re¯ecting
a gender pattern that was not con®ned to Maori.
Observations drawn from Maori men and women

were: (1) men tend to think that they won't be touched
by illness (this denies the reality of the reduced life ex-
pectancy of Maori men, relative to Maori women and

European men and women (Pomare et al., 1995); (2)
men feel shy about discussing their health and do not

want to admit to having health problems. They are
apprehensive about how others will see them. Another
consideration that applied equally to Maori men and

women was that obligations towards their extended
family (de®ned by birth and marriage) were para-
mount. As a result of intermarriage at di�erent genera-

tional levels, an individual usually was connected with
and had obligations towards a large number of people.

Such obligations tended to displace personal health in
their strata of priorities.
There was evidence to suggest that health protection

rated very minimally with some people and they were
inclined to weigh the potential bene®ts of the health

J.A. Voyle, D. Simmons / Social Science & Medicine 49 (1999) 1035±10501044



programme to be entirely in the direction of the SADP
partners who might gain kudos and other rewards

from success. Against the background of a wide range
of viewpoints and attributions of priorities, the part-
nership committee faced a daunting task in encoura-

ging Maori who were part of a scattered urban
community to adopt lifestyle changes towards a heal-
thier future. Generally, it was hard to get people to

think proactively in relation to their health, and the
importance placed on treatment clinics was part of this
mind-set.

In conclusion, it should be recognised that the issues
described, particularly those of trust and the value
placed on the health programme, were felt by both
parties to the partnership, although they were experi-

enced in distinctive ways and presented di�ering chal-
lenges for each. The advice of SADP's Maori cultural
adviser that Maori have to see things for themselves

before they believe them was con®rmed by our experi-
ence as a sound premise to start out with. Community
initiatives such as that on which this report is based

require patience, perseverance, a shared long-term
commitment, and willingness to constructively explore
and develop new possibilities.

How to proceed to build partnerships for programme

development

This section speci®es some recommendations for

procedures for building partnerships between pro-
fessional health groups and urban marae communities,
based on the preceding literature review and the les-

sons learnt through ®rst-hand experiences of the
research. It is divided into four parts:

. Preparatory steps.

. The formation of a partnership committee.

. Programme planning and development.

. The appointment of a marae liaison worker.

While the recommendations refer directly to a partner-
ship with Maori and the opportunities o�ered by a

marae setting, the underpinning themes of community
development, empowerment and self-determination are
pivotal to the advancement of the status, health and
otherwise, of minority indigenous groups generally.

Potentially, this gives the recommendations broader
relevance beyond Maori to other indigenous people liv-
ing in urban environments who are reasserting their

cultural identity, and to other domains besides health.
Furthermore, although the recommendations are
addressed more towards professional groups, they

might also be viewed as suggesting a set of appropriate
expectations for community groups to have of partner-
ships with professional groups.

Preparatory steps

. With the help of a cultural adviser familiar with the

local community, identify one or more key decision-

makers within the marae community and arrange a

meeting. The cultural adviser should be present at

initial meetings and be available to consult on an

ongoing basis.

. A successful partnership depends upon a shared pur-

pose and commitment. Ascertain the level of support

among the marae community for a health pro-

motion partnership and their perceptions of possible

bene®ts from it. If there are opposing factions, ®nd

out how representative they are and the nature of

their objections. Discussion and negotiation may

pave the way for more general support. Be clear

about the di�erent visions respective parties may

have for the programme. A shared purpose does not

exclude other goals.

. Evaluate what both parties can bring to the health

promotion partnership in terms of: (1) what is

already available at the marae in the form of facili-

ties, networks, activities, people tra�c, human

resources and general services; (2) how the pro-

fessional group can best complement the networks

and resources of the marae for the programme to

succeed.

. Prepare a budget allowing su�cient funding for a

full-time position with support costs to be created at

the marae for programme coordination. If funding

is inadequate and there are no opportunities for gen-

erating more, the scope of the proposal may have to

be narrowed, with a reassessment of priorities and

timeline. Key questions are: can the programme op-

erate within the more modest boundaries of avail-

able funding and still do justice to the aspirations of

both parties? Should it proceed at all?

. A formal agreement (preferably written) should be

negotiated and minuted by the representatives of

both parties de®ning reciprocal rights, contributions,

responsibilities and accountabilities, as well as pro-

cedures for resolving any issues that may arise sub-

sequently. Discussion of the agreement may

highlight gaps in understanding, which can then be

clari®ed to minimise the potential for future dis-

putes.

. Financial arrangements, including the basis on

which space rental and other costs will be calculated

and paid should be the subject of a written, signed

agreement. Knowing who owns the facilities you

want to use is prerequisite information.

. Proceed to the next stage only: (1) if there is strong

support from within the marae community and the

professional group for the partnership, (2) if both

parties are satisfactorily positioned to meet the
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demands of the programme, and (3) in the presence
of a formal agreement.

The formation of a partnership committee

. A partnership committee, with marae representatives

as the majority, should be formed to undertake
planning and organisational tasks. Optimum com-
mittee size depends on the context and planned

objectives. As a general rule, larger size may increase
the available networks of communication and pool
of knowledge and skills, extend opportunities for
empowerment, but intensify problems of cohesion.

Smaller size may mean better cohesion while limiting
networks, knowledge and skills and the number of
readily accessible helpers. Additional help and

advice may be coopted as required.
. In its meetings, activities and all aspects of its func-

tioning, a committee should operate as a prototype

for what it wants to achieve in the community. A
goal of empowering the community suggests a
framework of values for committee operation
centred around empowerment, mutual respect, self-

determination, and incorporating cultural and grass
roots community knowledge and strengths. The pro-
fessional group should see themselves as a commu-

nity resource, rather than as community benefactors,
denoting a mind-set conducive to empowerment.
Committee members need to be aware of their own

individual power agendas that may be counterpro-
ductive to general project objectives. Self-serving
power agendas that may be couterproductive to

general project objectives. Self-serving power
agendas undermine community development process
(Chalip et al., 1996). The balance of decision-making
power should be tipped in favour of marae represen-

tatives.
. A ®rst task of the partnership committee should be

to formulate a clear set of aims, objectives and

suggested implementation strategies, re¯ecting the
aspirations of both parties. An initial framework
that is somewhat sketchy may be expanded as new

information emerges. Ensure that all members, par-
ticularly newcomers, have a common understanding
of the overall plan and their role in making it suc-
ceed. `Talking past each other' (Metge and Kinloch,

1978) can happen all too easily in cross-cultural situ-
ations.

. Communication is vital. A procedure should be

agreed between the partnership committee and the
Marae Trust Board/Committee for the latter to be
kept informed of progress, obstacles, issues and

requests and to give feedback. Procedures will also
be required for reporting to the parent body of the
professional group and to programme funders.

Programme planning and development

. A community development model based on self-de-
termination and empowerment should provide the
frame of reference for the planning and implemen-

tation of the health promotion programme. The
partnership committee should be regarded as a step
in the progress towards the marae community initi-
ating and owning their own health programme/s.

. The process should be geared towards achieving a
programme that is culturally sensitive, clinically safe,
and caters to heterogeneity among the target com-

munity. To increase sustainability, the programme
should utilise and extend the marae's own resources
(exclusive of ®nance) as much as possible, as well as

incorporate culturally appropriate clinical (e.g.
family doctors) and other resources from the wider
community.

. The process of programme planning and develop-
ment should maximise opportunities for training to
enable the marae community to expand their knowl-
edge and skills. Providing a gradual transition over

time into increasingly responsible roles will help pre-
pare the marae community for running their own
programme/s in the future.

. Positivist medical research models do not ®t well
with community development strategies. While
quantitative measurements are useful, they are best

incorporated as integral to process (e.g. weight
measurements in obesity programmes) rather than
being superimposed in a manner that interferes.

Make use of formative and process evaluation to
develop and improve the programme on an ongoing
basis. Formative evaluation is especially rec-
ommended because it begins at an early stage of the

programme when opportunities for in¯uence are
greatest, and helps resources to be channelled pro-
ductively (Dehar et al., 1992).

The appointment of a Marae liaison worker

. The position of marae liaison worker should be cre-

ated in conjunction with a detailed job description.
Key responsibilities would include: coordinating the
programme; networking (making contact with
people) as a strategy for publicity and for recruiting

participants; ensuring that wider community consul-
tation occurs; the keeping of records; regular report-
ing to ful®l accountability requirements; and

assistance with the gathering of evaluation feedback.
It could be created as a shared position.

. The Marae Committee/Trust Board should adminis-

ter and distribute salary and expenses payments in a
way they consider fair to all marae helpers and to
allay jealousies.
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. The appointee/s should be nominated by the Marae
Committee/Trust Board although all partners should

decide the ®nal appointment. This approach should
help to a�rm community ownership of the interven-
tion and increase the likelihood of satisfying the

requirements of both partners.
. The appointee/s should be capable of establishing

credibility with local Maori community leaders who

are potentially important channels of information
and in¯uence. This means having ¯uency in Maori
language and knowledge of cultural protocols. Bear

in mind that the liaison worker/s will become the
main public face of the programme. Drive and in-
itiative are essential qualities, as well as being good
models of healthy lifestyle behaviours for others to

emulate.
. The majority of the liaison person's working hours

should be spent at the marae or in the community,

with a lesser amount of time spent with the pro-
fessional health group in their workplace for pur-
poses of training, giving advice and maintaining

contact.
. The liaison worker should be assisted by others

from within the marae community. This could be

expected to: (1) generate more wide-reaching net-
works for recruitment and publicity; (2) o�set the
risks of relying on one person; (3) provide valuable
practical and personal support to help di�use the

pressures of the liaison worker's role; (4) extend the
marae's skill base.

. The marae liaison worker and co-workers should be

accountable to the Marae Trust Board/Committee
via the partnership committee. Job boundaries need
to be well de®ned to protect liaison workers from

unfair demands and to ensure safe practice. As far
as possible, boundaries should be communicated to
others so they do not make inappropriate demands
and target complaints unfairly.

. Include volunteers as well as paid workers in train-
ing opportunities. Training of volunteers constitutes
a strategy for community and individual empower-

ment, with the potential to yield long-term bene®ts,
not the least of which is promoting programme sus-
tainability (De Pue et al., 1987; Eng, 1993;

McFarlane and Fehir, 1994). An ancient Chinese
proverb of unknown authorship wisely advises: ``Go
in search of people . . . begin with what they know

. . . build on what they have'' (McFarlane and Fehir,
1994).

Conclusion

The main lesson of this paper is the importance of
historical context as an essential consideration in the

development and delivery of health services and health
promotion programmes for Maori. What programme

planners and developers need to be most careful to
avoid doing is recreating the very conditions that, until
recently, kept Maori as a submerged group in society

and fuelled their sense of powerlessness. Time must be
allowed for establishing trust if any real progress is to
be achieved. It is suggested that this conclusion can be

extended to other indigenous groups who share a com-
mon historical experience with Maori in terms of dis-
possession of their lands and resources, a consequent

loss of status and cultural identity, and associated
physical, emotional and spiritual trauma. A counter-
acting trend is the cultural renaissance that has gath-
ered momentum since the 1970s among indigenous

people worldwide. The reassertion of cultural identity
and demands for self determination, which are at the
heart of the cultural renaissance, suggest the appropri-

ateness of a philosophy of empowerment for guiding
and reinforcing programmes aimed at improving the
health status and social and spiritual well-being of

indigenous people. Community development is an
appropriate strategy because it incorporates empower-
ment both as means and end.

In this paper, we focused on the formation of part-
nerships between professionals and community groups
as a way of actioning community development. The
recommended procedures were intended to illustrate

how individual and community empowerment can be
incorporated in the operation of partnerships. A basic
premise of this paper has been that devolution of

power is a key aspect of organisational process under-
lying successful partnerships and coalitions involving
professional groups and indigenous people.
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